@5/01/2814 18:86

6157353210

SMITH CO HEALTH CARE

PAGE B2/25

DEPARTMENT OF HEALTH AND HUMAN SERVICES \ # PRINTED: g4/21/2014
CENTERS FOR MEDICARE & MEDICAID SERVICES US> S/ Y oms e o o2
STATEMENT OF DEFICIENCIZS {X7) PROVIDER/SUPPLIER/CLIA TRUCT| .
AND PLAN OF {(*2} MULTIPLE CONSTRUCTION
CORRECTION IPENTIFICATION NUMBER: A BUILDING "c-a’éjéﬂﬁfé‘é"f{
445172 2. WING
a4/0
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, 0¥, ST 27 oo J08/2014
KINDRED NURSING AND REHABILITATION-SMITH COUNTY 112 HEALTH CARE DR
CARTHAGE, TN 37030
4} 1D SUMMARY 5
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DEFICIENCY)
F 2481 483.15(f)(1) ACTIVITIES MEET F 24g| This Plan of Correction is the centor's aredible
S&8=E INTERESTS}'NEEDS OF EACH RES allegation of complinnce.. '
Preparation and/or cxecution of this plan of correction
The facility must provide for an ongoing program dm;or conffmfe;dmi;sim or ajl_;reemmf by rt;m .
it ! H g rovider of the truth of thg facts elloged or conclusions
&feagvmes '_?iemgned to meet, in accordance with plbgpar A ek ofd f;-f o lieged or co T
ml?re ensive assessment, the interests and correciion is prepared andior executed solely bocoyse
the physical, mental, and psychosocial well-being it &5 roquired by tha provisions of federal and state taw.
of each resident,
F 248 May 20, 2014
This REQUIREMENT is not met as evidenced 1) It is the practice of this facility to provide
by: an ongoing program of activities designed to
Based on medical record review, observation, - meet in accordance with the comprehensive
policy review, and interview, the facility failed to assessment, the interests and the physical,
provide an adequate activities program ta enrich mental, and peyshosocial well-being of cach
the lives of the residents and faited to provide resident, Resident # 67 music therapy
activities for four residents (#67 #6, #96, #59) of program was initiated on 5/1/14. Resident #6
thirty-three residents reviewed. cncouraged to participate in more grovp
activities 4/10/14 and one on one visits
The findings included: initiated on 5/1/14. Resident #96
encouraged to participate in more group
Resident #67 was admitted to the facility on activitics and one on one visits initiated on
Navember 22, 2011, and readmitted on 5/1/14. Resident #59° one un one visits
September 18, 2012, with diagnoses including initiated on 5/1/14.
Quadraplegia secondary to History of Head 2) The Activity Director will complete
Trauma, Seizure Disorder and Obesity. indjvidual asscssments on residents with a
' BIMSs score of 7 or less to identify residents’
Review of the Minirum Data Set (MDS) annual preferences and/or their ability to participate
dated January 27, 2014, revealed the resident in different types of activitics based on their
was severly cognitively impaired, never/rarely cogmitive impairment and develops an
understood, and was total dependent for ali activities program to mect these preforences,
activities of daily living, as able.
. : ' 3) The Activity Director wilt assess each
Review of the care plan dated February 4, 2014, resident at the time of admission and at [oast
revealed the care plan for activities was quarterly to ascertain activity preferences
"visit... 1:1...needs music at bedside as and/or ability to participate in different types
tolerated.. provide music visits to room as of activities. The Activity Director will nsc
scheduled...” . this information to develop a comprchensive
' Activity program to accommodate the
Observation during the survey conducted from .
LABORA@DIECTOR‘S VIDER/SUPPYIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
m ’ A—;@*W‘t%rz%v’ OS5~ 1

Any deficlensysfatement ending with an astasisk
wther safequards provide suflicient protection to t
follewing the date of survey whether or ngta pla
days following the date these docum
program parteipation.

(") denotes a deficlency which the institulion may be exqused from correcting providing it is determined {kat
he patienis, (See instructions.) Except for nursing homes, tha findings stated above a
n of carzelion is provided. For nursing homes, the above findings and plans of correct
ents are made available to the facllity. If deficiendies are cited, an appraved ptan of comection i requisite to continued

re disclasable 90 days
ion are disciosable 14
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410 SUMMARY STATEMENT OF DEFICIENG
PREFK | (A AP ool OF DEFIOENGEES PREFIX (EACH GORREETE ot oN | o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
- DEFICIENGY)
F 2481 Continued Erom page 1 F 248 ?,;fgf,i‘;“,,’;?fj,’:j;‘;,‘::f 1he center’s credible
Ao ;
aaﬂlgé?‘;{:lﬁg ii::;ghf 014' revealed no Preparation andfor execution of this plen of correction
does not comstitute admission oy agreement Iy the
. ) provider of the trutk of the facts alleged o conclusions
Interview with the Activities Director on April 7, set fort)y in the statement of deficiencies. The plan of
2014. at 3:15 p.m., at the nurses’ station, correction is prepared andlor executed solsly bezouse
revealed no documentation of activities for the =~ | W s roquired by the provisions of federal and state law.
resident. Continued interview with the Activites - - - , e o
Director revealed tried to provided 1:1 activites for residents” ability to participate in activitis
the resident. Céninued interview with the related to their sogitive abilities and .
Activities Director confinmed it had been at least 8 preferencos. The Activities Dircotor will
months since the resident was provided activites, msarvice the activities assistant and
Review of the Activities calendars for November voluntects that assist with activitics on
2013 through April 2014 revealed only two Fppropriate sctivities for cognitively
activities per day, one in the morning, and one in impaired resjdents. o
the afternoon, were plarined. Continued review of 4) The Activity Director will audt the
the Activities calendars revesled no aclivities fﬁﬁlodzﬂfiggffgogﬁﬁ ?‘cf: Pidents
soheduled after 2:00 p.m. pactisipation in activities at least monthly for
Resident #8 was admitted to the facility on July three months, then at least quarterly. The
18, 2007, with diagnoses inelu ding Activities Dmcctqr, ar designes, reports the
Cerebrovascular Accident, Seizures, resulis of the audits at the monthly PI
Hypertensicn, Congestive Heart Failure, commtice dm;m“% fgr rgwcw .a"ddn?:;
Gastroesophageal Reflux Disease, and rgcomeI;enP; ons to be Ete“,;m" at that
Arteriosclerotic Cardiovascular Disease. E}fi}e dif: o gﬂ?ﬁ?ﬁg:&v?ﬁgﬁ;: of
Medical record review of the annual Minimum Diroctor of Nursing, Activities Dircotor,
Data Set (MDS) dated March 3, 2014, revesled oociel Services Director, Staff Development
the resident was total dependence for transfers, | woordwator, Dictary Director, and Assistant
bathing, dressing, grooming, and tofleting; and Dlrectm{ of Nursing, The Agrr,umstrator is
was moderately impaired cognitively. tespensible for overall compliance.
Medical record review of the resident's Pleasant
and Meaningful Activities dated January 10, 2011,
revealed the resident liked going to church:
listening to gospel music; reading the Bible and
Bible stories; and reminiscing.
Medical record review of the Individual
Participation Records for Jaruary through March
IRM CME-2587(02-02) Previous Versions Obsoleje “Event ID:L2Ga11 Faclity 10: TNSOO1 If confinuation shaet Page 2 of 16
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Continued From page 2

2014, revealed the sections on TViradio/music,
talking/conversing/telephone, and visit with famity
of friends was marked as "I" or individual
participation every day of the month.

Medica! record review of the care plan revealed a
problem identified an July 31, 2007, of activity
defict as evidenced by "..requires invitation and
escort 1o eut-of-room group activities of cheice,
confusion, does not attend most group activities
due to anxiely..." witl a goal established an
March 11, 2014, which stated *._.will rot show
signs of agitation during 1:1 visits 2x (times) week
during the next quarter..." Continued review of the
¢are plan revealed interventions included
"..encourage fo attend out-of-room droup
activities; up most in am, naps in pm; pray with
resident when...asks, read the Bible to...a5
desired; assist with mail as needed; TV in
room..."

Observation of the resident on April 8, 2014,
revealed the resident was af the nurses’ station in
a reclining wheelchair, sound asleep from 1:00
p.. to 3:00 p.m. Continued resident observation
on April 7, 2014, revealed the resident in the pall
near the nursés' station, in a reclining wheelchair
from 8:15 a.m. through funch untit 3:00 p.m.
asleep. Further observation on April 8, 2014,
revealed the resident in a reclining wheelchair at
the nurses’ station from 7:45 a.m. to 3:30 p.MmA.

Observation of the diping room revealed the
Activities Director was doing nail care and an
assistant was engaged in bali tossing with
residents. Continued observation revealed
resident #6 was not included in either activity
even though the resident was sitting in the hall

adjacent te the dining room, =~

F 248
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| Medical record review of the quarterly MDS dafed

Confinued From page 3

Resident #06 was admiited to the facility on
December 8, 2011, with diagnoses including
Urinary Tract Infection, Hypertension,
Hyperlipidemia, HMematurid, and Anorexia,

March 24, 2014, revealed the resident was tokally
dependent for-grooming and toileting; required
extensive assistance with dressing, bathing, and
transfers; and scored 3/15 on the Brigf Inventory
of Mental Status, with a score of 15 being alert
ang oriented.

Medical record review of the Pleasant and
Meaningful Activities dated December 30, 2011,
revealed the resident liked pet therapy; church,
county news; outdoor time; reading; and
reminiscing,

Medical record review of the Individual
Participation Records dated Ja nuary through
March 2014, revealed the sections on
TViradio/movies, talking/conversing/telephone,
and visit with family or friends were marked with
an "I", indicating an individual activity.

Medical record review of the care plan initiated on
Qctober 23, 2013, revealed a problem of Activity
Deficit as related o confused, hard-of-hearing,
does not zttend group activities. Continued review
of the care plan revealed approaches included
provide invitation and escort to out-of-room group
activities of interest; visit 1:1 to establish trust and
assess for any independent activity needs; assist
with mail as needed: and hanor religious beliefs.

Observation of the resident on Apl 6, 2013,
revealed the rasident was in bed and family was

F 248
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Continued Fram page 4 ,

visiting. Observation of the resident on April 7,
2014, revealed the resident was up in rock n a0
chair at 8:30 a,m, and sitting in the hall by the
nurses’ station, Continued observation of the
resident an April 8, 2014, at 10:00 a.m., 11:00
amm., 1:.00 p.m., 2:00 p.m.,, and 3:15 p.m.,
revealed the resident was sitting in the hall near
the nurses' station.

Observation of the dining room revealed the
Activities Director was doing nail care and an
assistant was engaged in ball tossing with
residents. Continued observation revealed
resident #96 was not included in efther activity
even though the resident was sitting in the hall
adjacent to the dining room.

Resident #59 was admitted to the facility on
August 10, 2013, and readmitted on September
4, 2013, with diagnoses including Rementia,
Hynothyroidism, Hypertension, and Parkinson's
Disease

Medical record review of the quarierly MDS dated
March 4, 2014, revealed the resident was fotally
dependent for dressing and grooming; required
extensive assistance with transfers and bathing;
and was moderately impaired cognitively.

Medical record review of the Pleasant and
Meaningful Activities revealed the resident was
very social; liked games and puzzles: was active
in church; Tiked old country-and gospel music;
and liked movies and football.

Medical record review of the individual
Participation Records for January through March
2014, revealed the sections on TV/radio/movies;
talking/conversingftelephone: and visit with family

F 248
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or friends were marked with an "", meating
individual activity, every day of the month.

Medical record review of the care plan revealed &
problem with activities deficit as related to
confused, not able to make needs known, was'
identified on February 5, 2013. Continued review
of the care plan revealed approaches included
provide invitations and escort to out-of-room
group activities of interest; assist with mail as
needed, visit 1:1 to establish trust and assess for
independent activity rieeds: try clothes folding
activity when anxious to redirect,

Observation of the resident on April B, 2014, at
1:45 p.m.,, revealed the resident sitting in the hall
near the nurses’ station. Continued observation of
the resident on April 7, 2014, at 8:15 a.m., 10:00
a.m., 11:16 am,, 1:35 p.m., 2:30 p.m., and 345
p.m., revealed the resident sitting in 2 wheelchair
near the nurses' station. Further abservation-on
April 8, 2014, at 9:20 a.m. to 11:00 a.m., and 2:00
p.M. to 3:30 p.m., revealed the resident seated in
a wheelchair in the hall near the nurses’ station,

Review of the facility policy entitled "Activity
Programs" revealed an activity program is
designed to appeal to resident's interests & to
enhance resident's highest practicable level of
physical, mental, & psychosocial well-being. Any
resident who is confingd or chooses 1o remain in
roor is provided with inroom recreation
programs in Xeeping with life-long interests.

Interview with the Activities Director on April 8,
2014, at 9:40 a.m., in the dining reom, revealed
the residents like to sit in the hall and watch
things since they are hard of hearing. Continued
interview with the Activities Director confirmed

248"
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, ' This Flan of Correction is the center's oredibi,
F 248 | Continued From page B F 248 aﬂgggf;f;%;'w;::ﬁa::;: © cemler croaible

residents #8, #96, and #59 were not part of a P jon andlor exccution of s plan of "
T .'EPGTCH'IG ﬂﬂdf eouiton I, P an gy sorreciion
structured activities program. daes nat constitute admission or agreemant by the

F 280 483.20(d)(3), 483.1 0{k)(2) RIGHT TO F 280} provider of the truth of the ficts allngend or conclusions

8s=D | PARTICIPATE PLANNING CARE-REVISE CP © 56l forth in the statement of deficigneies, The planof
. corTeCtion It prepared mndior exeouted *olely becouse

_ . . f ired by the provisions of fod :
The resident has the right, unless adjudged 1 requived by the provisions of fuderal and state .

incompetent or otharwise found fo be F280
incapacitated under the laws of the State, to . : _ .
participate in"planning care and treatment or ]lrz tRh:s;'g:itllft‘:f 115 and #116 no longer reside

¢hanges in care and freatment. 2) The Clinical Case Manager, or her
designee, wilt review the comprehensive
care plang of residents who arc identified as
having incontinence and significant wejght
loss to emsure that specific needs related to
the coordination of sare of those areas are
addressed.

3) The Clinical Case Manager, or hier
designee, will in-service the Interdisciplinary
Care Planning Team on development of
comprehensive eare plans with an emphasis
on the specific needs residents with
ift¢ontinence and resident who have been
identified a8 having a significant weight Joss.
The Clinical Case Mavager and the IDT
members will review the comprehensive

care plan of each resident that triggered for

This REQUIREMENT is not met as evidenced . | moontinence and a significant weight loss on
X at Jeast a quarterly basis to assure specific

May 20, 2014

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive agsessment; prepared by an
interdisciplinary team, that includes the attending
physician, & registered nurse with responsibility
for the resident, and other approprizte staff in
disciplines as determined by the resident's needs,
and, fo the' extent practicable, the parficipation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a {eam of qualified persons after
each.assessment,

by: .
Based on medical record review and interview 2"?{‘15 T;}?ted to these areas are addressed,
the facility failed to revise the care plan for one ) ) The Director of Nursing, or her designee,

will monitor through resident record review,
at least monthly for three months, they at
least quatterly, to assure the special needs of
residents who ate incontinent and have had a
significant weight loss are addressed. The

o . Director of Nursing, or his designee, teports
- ME, gnee, rep
The findings include the results of the audits at the monthly P1

resident (#115) for urinary incontinence; failed to
revise the care plan for the significant weight foss
for ane resident (#116), of thirty-three residents
reviewed.
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Resident #115 was admitted to the facility an
December 26, 2013, with diagnoses including
Multiple Myeloma; Acute Blood Loss, Renal
Failure, Rypertension, Dementia, and Diabetes.

Review of the admission Minimum Data Set
dated admission January 2, 2014, revealed the
resident was occassionslly incontinent of void ing.

Review of the significant change Minimum Data
Set (MDS) dated January 21, 2014, revealed the
resident had shortlong term memory problems,
cognitive skill for decision making were modified
independence, total dependent for toilet use and
persecnal hygiene, always incontinent of voiding.

Review of the care plan dated January 2, 2014,
revealed no update for the significant change of
always incontinent of voiding.

Interview with MDS Coordinator on April 8, 201 4,
at 1:00 p,m., in the MDS office, confirmed the
resident had a significant change an January 21,
2014. Continued interview confirmed the resident
hed a decline in Health and had bacome
incontinent of voiding. Contihued interview with
the MDS Coordinator eonfirmed the care plan
dated January 2, 2014, had not been updated to
reflect the resident's urinary incontinence.

Resident #116 was admitted to the facility on
Octaober 18, 2013, and readmitted to the facility
on November 15, 2013, with diagnoses including
Recurrent Syncope Episodes, Diabetes Mellitus
Type 2, Stage 3 Chironic Kidney Disease, Chronic
Venous Ulears, Bipolar Disorder, Hypertension,
Clostridium Difficite, and Edema. Further review
revealed the resident was discharged from the

facility to the home with home health services on

allegation of compltance,

Preparation endfor execution of this plax of correction
docs not constitute adfmission or agreement by the
provider pfthe oruth of the focts alleged or conclusions
set forth i the stotement of deficiencies. The plan of
correction is prepared andfor executed solely because

1t is required byt the provisions of federal and state law, -

commitiee meeting for review and new
recommendations to be determined at that
time. The PI cornmittee members consist of
the Medjcal Director, Bxecutive Dircctor,
Director of Nursing, Activities Director,
Social Services Director, Staff Development
Coordinator, Dietary Director, and Assistant
Director of Nursing. The Administrator is
respongible for overall compliance,
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- Medical record review of the Individual Resident

1 (11/15/2013) was 275 pounds {Ibs.). Further

Continued From page 8
January 28, 2014.

Weight History revealed the weight at admission

review revealed the weight at 15 days after
admission was 268 [bs. (which is 7 lbs. less than
at admission or 3 2.5% loss). Further review
revealed the weight at 30 days after admission
was 242 Ibs. (which is 33 Ibs. less than at
admission or a 12.0% loss). Fusther review
revealed the weight at 60 days after admission
was 234 Ibs. (which is 41 Ibs. less than at
admission or a 14.9% loss).

Medical record review of the Minimum Data Set
dated December 13, 2013, and January 10,
2014, revealed the resident experienced
significant weight loss and was not under a
physician ordered weight loss regime,

Medical record raview of the physicign phane
order dated December 4, 2013, revealed
"...porotein shake (propass with giucema- a protein
supplement with a diabetic supplement) with
meals; Peanut butter with crackers at AM
(morning) + (and) PM (svening) snack...”

Medical record review of the Medical Nutritional
Therapy Assessment dated November 21, 2013,
revealed the Body Mass Index (measure amoun
tof fat in the body) was elevated, the Ideal Body
Weight Rarige (IBWR) was 154 Ibs, +/- .
{plusfminus) 10 % (percent), and the resident
was at 174% of the IBWR with the weight of
268.5 Ibs,

Medical record review of the care plan dated
December 3, 2013, revealed the concern area of

F 280

FORM CMS-2587(02-90) Previous Verslons Obsalate - Event ID: LZG811

Facilty ID: THEOGT

If continuation sheet Fage D of 16




685/81/2814 18:96 6157353219

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SMITH CO HEALTH CARE

[

PAGE 11/25

FRINTED: 04/21/2014
FORMAPPROVED
OMB NO. 0938-0391
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(X4) ID SUMMARY STATEMENT OF DEF|CIENCIES i PROVIDER'S PIAN OF CORRECTION (x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREF[X {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION,
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCEIEITEﬁ é'%r-: APPROPRIATE DATE
DEF
) This Plan of Correction is the center's credibls
F 280 | Continued From page 9 F 280| allegation of compliance. +
"Overweight/Obesity, as related o an increased
! . " Preparation andlor execution of this plan of correction
Bady Mass_ index/Ideal Body Weight Range... doas not canstitute adwmission or agreement by the
Further review revealed the goal was "will provider of the truth of the fucts alleged or eonclusions
maintain present weight +/- {plusiminus) 5 Ibs." set forth in the statement of dnficienctes, Theplan of
Further review revealed the care plar was not correction ;.; prepared and/or aecu;ed ?M; beca:;.re
updated fo refiect the weight loss. i7 is reguired by the pravistons of federal and state law,
Interview on April 7, 2014, at 2:50 p.m. and 4:32 ka8l o May 20,2014
. . e . ) Itis the practice of this facility to
p-m., with the Registered Diefitian and the Dietary follow physician’s orders. Resident #77
b e o ahe cofeence oom, cofrmed staed o v st o b
weight | og s administered the medicatioy.
ot 2 The resident’s physician was notificd
F 281 | 483.20(k){(3)(i} SERVICES PROVIDED MEET F 281 ilzmcdiml}, on 4,7/13_ 3{-]10 medication was
$5=D | PROFESSIONAL STANDARDS

The services provided or aranged by the facHity
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to follow the
physician’s orders for one resident (#77) of
thirty-three rasidents reviewed.

The findings included:

Resident #77 was admitted to the facility on
November 1, 2013, with diagnoses including
Acute Back Pain, Diabetes, Hypertension,
Chronic Kidney Disease, and Alrial Fibrillation,

Observation during a medication pass on Aprif 7,
2014, at 7:40 a.m., on fhe three hundred hall,
revealed Registered Nurse #1 (RN), administered
Glimepiride (antidiabetic drug used with type 2
Diabetes that can't b controlied by diet alone) 2

discontinued and removed from the
moedication administration record and from
the medication cart, Resident #77 blood,
glicose results were monitored per MD
order and no adverse reactions were noted,
2) The Director of Nursing and/or the
nurging administration conducted an audit of
the medication administration records of all
tesidents to ensure the aceuracy of residents’
medications.

3) The Staff Development Coordinator
condueted an in-service with the licensed
staff on meeting professional standards with
an emphasis on how to process physicians
orders. The Staff Development Coordinator
will include information regarding meeting
professional standards of quality, to include
how to process physician’s orders, in the
crientation of new licensed personnel.
Licensed nurses on the night shift will
teview all new orders in the 24 hour chart
check process to epsure accuracy in the
processing of orders. Corrcetions will b¢
made at the time an crror is noted and the
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Based on the comprehensive assessment of =
resident, the facility must ensure that 2 residert
with & limited range of motion receives
appropriate trealment and services 1o increase
range of mofion andfar to prevent further
decreasa in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, abservation
and interview, the facility fajled to ensure the
@ppropriate paim guards were in place for one
resident (#67), of three residents reviewed for
range of moifon,

The findings included:

Resident #67 was admitted to the facifity on
November 22, 2011, and readmitted on
Septemnber 16, 2012, with d izgnoses inciuding
Quadraplegia secondary {o History of Head
Trauma, Seinure Disorder and Obesity,

.

| Drirector of Nursing, Activities Director,

FO
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB I\Tg %Egg-%\:;g?
STATEMENT OF DEFICIENGIES {41} PROVIDER/SUPPLIER/CLIA MUL: :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ﬁu,,_,;;?e CONSTRUCTON (xmgéﬁféﬁ.voa
445172 B.WING
04/08/2014
NAME OF PROVIDER OR SUFPLIER $TREET ADDRESS, CITY, $TATE, ZIP CODE -
KINDRED NURSING AND REHABILITATION-SMITH COUNTY éﬁ%?;;:s ;’;3 .
X4y D SUMMARY STATEMENT OF BEFICIENCIES PROVIDER
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL mg:uc (EACH comm.egnccﬁuﬁcnfo%rs cm?f‘émn
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE bare
DEFICIENCY)
F 281 | Continued From page 10 F 281 | Mmooy sorreation i the ater’scredible
mg (milligram). '
o ¢ ) Preparation andfor execution of this plan of correction
Review of the physician‘s orders dated March 25, ﬁi:;ﬁif}’:ﬁ?f;f i?:;:}:cg:ﬁ:;::ﬁtcﬁmm
2014, revezled discontinue Glimepiride. g1 forth it the statement of deficiencies, The plan of
correation is prepared andior axecuted solely besguse
Inferview with RN #1 on April 7, 2014, o 825 t is required by the provisions of federal and smte law,
2,m., on the three hundred hallway, confirmied the " .
arder was ta discontinue the Glimepiride. pbysician notiffied. -
Continued interview confimed RN #1 had 4N) _ The,D}f;“E’f °fc N“““?ﬁ and the
administered the medication. ursing administration team will review
F 318 483.25(e)(2) INCREASE/PREVENT DECREASE | 31g| new Physician Orders Monday-Friday in
88=0 | IN RANGE CF MOTION Clinjcal rounds and validate the accuracy of

25% of those orders weekly times 4 weeks,
then audit the acouracy of 10% of physician
orders monthly times 3 months and the
quarterly until the PT committee determines
if the audits need to continue. The Dircctor
of Nursing, or 0.designee, report the results
of the audits at the monthly PI comomittee
meeting for review and new
recornmendations to be determined at that
time. The FI commitice members consist of
the Medical Director, Exesutive Director,

Social Services Director, Staff Developraent
Coordinator, Dictary Director, and Assistant
Director of Nursing. The Administrator is
tesponsible for overall compliance.
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F 318 Continued From page 11

Review of the annual Minimum Dzta Set (MDS)
dated January 27, 2014, revealed the resident
was severly cognitively impaired, never/rarely
understood, was totally dependent for ail aetivities
of daily living.

Review of the physicien's orders dated March 26,
2014, revealed d/c {discontinue) bilateral palm
guards; bitateral palm guards with finger
seperations.

Review of the care plan dated February 4, 2014,
revealed bilateral paim quards with finger
seperators to wear at all imes except for hathing.

Observation on April 6, 2014, at 1:45 p.m., In the
resident’s room, revealed the resident had
bilateral palm guards with na finger seperators.

Observation on April 7, 2014, at 7145 a.m.,
revealed the resident had bilateral palm guards
with no finger seperators.

Observation and interview on April 7, 2014, at
3:05 pm,, in the resident's room, with the MDS
Coordinator, confirmed the resident had the
 bilateral palm guards witi no finger seperators,
Continue interview with the MDS Coocidinator
confirmed the bilateral palm guards with the
finger seperators were net in place.

F 329 483.25(1) DRUG REGIMEN 1S FREE FROM
$s=D{ UNNECESSARY DRUGS

Fach resident’s drug regimen miust be free fram
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (inciuding
duplicate therapy); or for excessive duration; or
without adequate menitoring; or without adequate

F 318

F318

been in place per physician’s order.

F 329 2) Clinical records have beex Teviewed of all
residents with assistive devicas rolated to the
prevontion and/er decline io range of
motion. An audit of all residents’ carc plans
that were identified in the review of assistive
devices related to prevention and/or decline
in range of motjon were updated as needed
with the assistive device and interventions,

1)The facility will continue to strive o
ensure that residents receive appropriate
treatment and services to increase range of
motion. Resident #67 ordey wag reviewed
and the palm guard with finger separators
was applied on 4/7/2014. Resident #67 -
experience o signs of 2 decline jn tange of
motion and the appropriate palm gunrd hag

May 20, 2014
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORREC!TIQN IGENTIEIGATION NUMBER: A, BUILDING COMPLETER
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
112 HEALTH CARE DR
KI‘NDRED NURSING AND REHABILITATION-SMITH COUNTY CARTHAGE, TN 37030
(%4 SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF CORRECTIGN )
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCEB IEG ;Hqﬁ APPROPRIATE =
DEFICIEN
. This Pien of ét;mcﬁan i the genter's cradible
F 329/ Continued From page 12 F 329 (| allepation of compliance, _
ihdications for its use; or inothe_ presence of Preparation andfor execution ef this plan of correction
adverse consequences which indicate the dose does 50t constifute admission or ageesnrent by the
should be reduced or. discontinued; or any providsr of the truth of the facts alleged or conchusions
combinations of the reasons above, « setfortkin the statemens of deficiencizs, The plan of

eotrection is prepared and/or executed solely because

) it &s requiired by the provisions af federal and state fow,
Based on a comprehensive assessment of a

resident, the facility must ensure that residents

who have not used antipsychetic drugs are not 3) The nurses and certified Aursing assistants
given these drugs urless antipsychotic drug will be re-inserviced on the application of
therapy is necessary to treat a specific condition assistive devices for the Prevention end/or
as diagnosed and documented in the clinical decline in range of motion by the Staff
record; and residents who use antipsychotic Devclopment Coordinatoy, The SDCor
drugs receive gradual dose reductions, and designec will inservice appropriate personnel
behavioral interventions, unless clinically of the proper application of splints during
contraindicated, in an effort to discontinue these niew hire otjentation,

drugs. 4) The Restorative Nurge ar designee will

monitor the application of 25%, of the
assistive devices to ensure the appropriate
device is in place, care Plan and documented
times 4 weeks, then 10%, monthly timeg 3
months, and then quarterly until the pI

This REQUIREMENT is not met as evidericed coumittce determines that compliance has
by: . been met. Any employee identified as not
Based on medical record review, observation, applying splinis per physician order will be
and interview the facility failed to ensure ofe in-servited and/or counseled, The results of
resident (#77) was free from unnecessary drugs the audits will be reviewed at the montly P
of six resident reviewed, meeting. The data will be reviewed and
analyzed with a subsequent action plan
The findings included: developed as indicated. The PI tommittes
members consist of the Medical Director,
Resident #77 was admitted to the facility an Exceutive Director, Director of Nursing,
November 1, 2013, with diggnoses inciuding Activitics Director, Socizl Services Director,
Acute Back Pain, Diabetes, Hypertension, Staff Development Coordinator, Dictary
Chronic Kidney Disease, and Afrial Fibrillation, Director, and Assistant Director of Nursing,
. The administrator is responsible for overall
Observation during a medication pass on Apnl 7, complience.
2014, at 7:40 a.m., on the three hundred hall, :
revealed Registered Nurse #1 (RN), administered F 329 May 20, 2014
Glimepiride (antidiabetic drug 0sed with type 2 1) The RN #1 contracted the Resident #77 | ]
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This Plan of Carrsetion is the cenfer's credible
F 329 Continued From page 13 I 329| alisgation of compliance.
Diabates that can' be controlled by diet alone) 2 Preparation endor execution of this plan of correction
mg (mittigram}), does nof constitute admicsion or agrectrent by the

provider of the truth of the facts alleged or conglusions
et Jorth in tha statement of daficiencics, The plan of

Reviews of the physician's orders dated March Correction it prepared amidior evemtod solety hmeis

25, 2014, revesled discontinue Glimepiride, it I requlrnd by ihe provisions of federal and stats low,
Interview with RN #1 on April 7, 2014, at 8:25
a.m., on the three hundred hallway, confirmed the physician immediately to notify him of the
order was to discontinue the Glim epiride. medication that was given in crror. A
Continued interview confimed RN #1 had tuedication eror seport was completed on
administered the medication, 4/7/14. The medication was discontinued

. . . ) off the medieation administration record and
Interview with the Director of Nursing (DON) on removed from the medication cart. Resident
April 8, 2014, at 9:20 a.m,, ity the DON's office, #77 blood glucose levels were monitored per
confirmed the resident received 7 doses of physician’s order with no sdverse reactions
Glimepiride for the menth of April, 2014, after the noted.
drug was to be stopped on March 25, 2014. 2) The Director of Nursing and/or the

nursing administration conducted an audit of
the medication administration records of all
residents'to ensure the accuracy of residenis?

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 medications.
8$8=D | SPREAD, LINENS 3) The Staff Development Coordinator
N ) o _ conducted an in~service with the licensed
The facility must establish and maintain an staff on miceting professional standards with
Infection Control Program designed to provide a ' an emphasis on how to process physicians
safe, sanitary and cornfortable environment and orders, The Staff Development Coordinator
to help prevent the development and transmission will include juformetion regarding meoting
of disease and infaction. professional standards of quality, to inchide
) . how to process physician’s oxders, it1 the

(8) Infection Control Program . orientation of new liconsed personpel.
The facility must establish an Infection Control Licensed muses on the night shift will
Program under which it - ) ) review all new arders in the 24 hour chart
(1) Investigates, controls, and prevents infections check process to ensure accuracy in the
in the facility, o processing of erders. Corrections will be
(2) Decides what procedurres, such as isolation, made at the tire an error js noted and the
should be applied to an individuat resident; and physician notified.

(3) Maintains a record of incidents and corrective

actions refated to infections. #) The Director of Nursing and the Nursing

administration team will review new
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This Plan of Corraction is the center’s aredible
F 441/ Continued From page 14 F 441 | ategation of compliance,

(b} Preventing Spread of Infection

{1) When the Infection Control Program
determines that 2 resident needs isolation to
prevent the spread of infection, the facifity must
istlate the resident.,

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.,

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c} Linens

Personnel musti handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, facility policy review, and
interview, the facility failed to follow to follow
proper infection control practices, and facility
policy by leaving an ice scoop in one of four ice
chests.

The findings included;

Ohbservation on April 6, 2014, at 2:55 p.m., on the
600 hall, revealed an ice scoop in an ice chest.

Review of the facility policy Passing lce Water to
Residents revealed, *...Avoid leaving ice scoop in
the ice chest..,”

-

Preparation endioy execution of thi plan of correction
does rol constitute admission or agreement by the
provider of the fruth of the feots aifleged or conclustons
set forth tn the statement of deficiencics. The plan of
eorrection is prepored endfor exacuted solely hecaue

" Bt is requirnd by the provistons of federal and siote Inw,

Physician Orders Monday-Friday in Clinical
rounds and validate the accuracy of 25% of
those orders weekly titnes 4 weeks, then
audit the accuracy of 10% of physician
orders monthly times 3 months and the
quarterly until the PI committes determiges
if the audits need to continue. The Director
of Nursing, or bis designee, report the results
of the audits 2t the monthly PY comrnittes
meeting for review and new
recommepdations to be determined at that
time. The PI committes members consist of
the Medical Dircctor, Bxecntive Tirector,
Direstor of Nursing, Activities Director,
Social Services Dircetor, Staff Development
Coordinator, Dietary Director, and Assistant
Director of Nursing, The Administrator is
responsible for overall corpliance,

F441_ May 20, 2014
1) It is the practioe of this Tasility to
maintain an infection contro) program
designed to provide 2 safe, sanitary and
comfortable environment to aid in the
prevention and trasmission of infection,
The ice scoop was removed from the
identificd ice chest. The ice was discarded
from the ice chest and the ice chest was
sanitized on 4/06/14. The C.N.A. was
provided a ;1 coaching session which
included the proper procedure to be used.
when passing ice water to residents on
4/07/14.
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F 441 Continued From page 15

Interview with the Maintenznce Director on April
8, 2014, at 2:55 p.m., on the 600 Hall confirmed
the ice scoop was left in the ice chest, '

Thig Plan of Cerraction is the center's credibla

F 441 | aliegation of compliance,

Breparation andlor execution of this plan of correction
does not constitule admission or agreement by the
provider gof the truth of the faets alleged ar canchusions
sat forth in the statement of dafictongics. The plan of
correstion &5 prepared endior exected solely because
It ir required by the provisions of fadaral and stete faw.

2) The Director of Nuzsing checked the 3
remaining ice chests to ensure the icc scoop
was stoved properly on 4/06/14.

3} The Staff Development Coordinator will
in-gervice the ciwrent nursing personnel on
Infeotion control procedures to be followed:
when passing jce water to residents, The
Director of Nursing, or her designee, will re-
in-serviee and/or connsel any employece
identified as not performing proper
procedure while passing ice water as
delingated by the facility policy and
procedure,

4) The Director of Nursing, or her designee,
will monitor threugh direct observation of
nursing staff performing ice water pass 3
times a week for 4 waeks and then weekly
for 3 months, to assure pursing personnel are
performing proper procedure during passing
of ice water, The results of these
observations will be reported to the monthly
P] committee meeting meeting for review
and hew recommendations to be determined
at that time. The PY committec memberg
consist of the Medical Director, Executive
Director, Director of Nursing, Activities
Director, Sucial Services Director, Staff
Development Coordinator, Dietary Director,
and Assistant Dircctor of Mursing, The
Administrator is responsibie for averall
comnpliance,

IRM CMS-2567(02-09) Provious Versions Qhsolcte Event i L2Ga 11

Facility I0: TNROOY if continustion sheet Page 16 of 16



